Borderline personality disorder (BPD) is a serious illness resulting in high levels of psychosocial morbidity, 1 reduced health-related quality of life, 2 high use of services 3 and excess mortality. 4 The underrecognition of BPD has been identified as a significant clinical problem. 5 When clinicians conduct a diagnostic interview they typically screen for disorders that are comorbid with the principal diagnosis by asking about the comorbid disorders' necessary feature or 'gate criterion'. For example, in a patient with a principal diagnosis of major depressive disorder the clinician would enquire about the presence of panic attacks, excessive worry or substance use to screen for the presence of panic disorder, generalised anxiety disorder (GAD) or a substance use disorder. In contrast, for polythetically defined disorders such as BPD there is no gate criterion because it is diagnosed on the basis of the presence of at least five of nine criteria, none of which is required to be present. The goal of the present report from the Rhode Island Methods to Improve Diagnostic Assessment and Services (MIDAS) project was to determine whether it is possible to identify one or two BPD criteria that could serve as 'gate' criteria to screen for the disorder. We hypothesised that affective instability, considered by Linehan to be of central importance to the clinical manifestations of BPD, 6 could function as such a gate criterion because prior small-scale studies have found that it is the most frequent of the BPD criteria. 7-9
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Method
The Rhode Island MIDAS project represents an integration of research methodology into a community-based out-patient practice affiliated with an academic medical centre. A comprehensive diagnostic evaluation is conducted upon presentation for treatment. In total, 3674 patients were interviewed by a diagnostic rater who administered a modified version of the Structured Clinical Interview for DSM-IV (SCID) 10 and the BPD section of the Structured Interview for DSM-IV Personality (SIDP-IV). 11 The majority of the patients were female (60.2%), and White (87.1%), with a mean age of 38.8 years (s.d. = 3.4). The most common current diagnoses were major depressive disorder (41.8%), panic disorder (17.1%), social anxiety disorder (28.1%) and GAD (21.9%). By contrast, the prevalence of current alcohol use (8.8%), drug use (5.4%) and eating disorders (0.6%) was low. As described elsewhere, the diagnostic raters were highly trained and monitored throughout the project to minimise rater drift. 12 The reliability of assessing the individual BPD criteria was examined in 47 patients. The mean of the kappa coefficients of agreement was 0.71, ranging from k = 0.56 (recurrent suicidal behaviour or self-injury) to k = 0.83 (stress-related paranoia or dissociation). The reliability of the affective instability criterion was 0.79.
Statistical analysis
We computed the sensitivity, specificity, positive and negative predictive values of each of the nine BPD criteria. A symptom or diagnostic criterion functions well as a screen if almost all patients with the disorder have the symptom (i.e. high sensitivity), and almost all patients who screen negative do not have the disorder (i.e. high negative predictive value). We split the sample in half based on whether the patient had an odd or even identification number and examined the performance of each BPD criterion in both halves. Because the MIDAS project has been ongoing for approximately 20 years, during which time we have had more than 35 interviewers, we conducted a secondary analysis to determine whether the performance of the BPD screen remained consistent over time. For this analysis we divided the sample into thirds -the first 1225 patients who were evaluated, the next 1225 and the last 1224 patients.
Results
The prevalence of BPD was 10.6% (n = 390) in the total sample. In both the odd-and even numbered subsamples the sensitivity of the affective instability criterion was greater than 90% ( Table 1 ). The sensitivity of the affective instability criterion was consistently high throughout the course of the study ( Table 1 ). The negative predictive value of the affective instability criterion was 99% in both subsamples and consistently high throughout the duration of the study. The affective instability criterion had the highest sensitivity in both men (94.5%) and women (92.1%) and the criterion with the next highest sensitivity was anger (83.4% and 85.3% in the two subsamples). The sensitivity of a two-item screen of affective instability or anger was 97.4% and 97.5% in the two subsamples. There was thus a small increase in sensitivity over that of the affective instability criterion alone (97.4% v. 92.8%).
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Clinically useful screen for borderline personality disorder in psychiatric out-patients Mark Zimmerman, Matthew D. Multach, Kristy Dalrymple and Iwona Chelminski Summary A total of 3674 psychiatric out-patients were evaluated with a semi-structured diagnostic interview for DSM-IV borderline personality disorder (BPD). The affective instability criterion had a sensitivity of 92.8%, higher than the sensitivities of the other eight BPD criteria. The negative predictive value of the affective instability criterion was 99%. We recommend that clinicians screen for BPD in the same way that they screen for other psychiatric disorders: by enquiring about a single feature of the disorder (i.e. affective instability), the presence of which identifies most patients with the disorder and the absence of which rules out the disorder.
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Short report Discussion
Our results indicated that asking about affective instability functions well as a clinically useful screen for BPD. More than 90% of the patients with BPD endorsed this criterion, and this finding remained consistent through the two decades of the MIDAS project during which time many different interviewers conducted the evaluations. Because the sensitivity of the affective instability criterion was, itself, above 90%, the addition of another item only modestly enhanced its screening performance. The identification of a single BPD criterion that is present in the vast majority of patients diagnosed with BPD allows clinicians to follow their usual clinical practice when conducting a psychiatric review of systems -enquiring about the gate criteria of various disorders. The results of the present study are consistent with the results of other, smaller, studies that found that more than 90% of patients with BPD report affective instability, [7] [8] [9] and it was the most frequent BPD criterion.
It is important to appreciate the distinction between screening and case identification. We are not suggesting that the diagnosis of BPD can be abbreviated to an assessment of the presence or absence of affective instability. The positive predictive value of this criterion was only 38%; thus, the majority of patients who reported affective instability did not receive the diagnosis of BPD. Such is to be expected when screening for a disorder -most individuals who screen positive will not have the disorder when the more definitive diagnostic evaluation is conducted. Although the positive predictive value was only 38%, the negative predictive value of the affective instability criterion was 99%. Other studies have likewise found a negative predictive value above 95%. [7] [8] [9] A clinician can therefore be highly confident in ruling out a diagnosis of BPD in patients who do not report affective instability.
Although the generalisability of any single-site study is limited, a strength of the study was that the patients were unselected with regard to meeting any inclusion or exclusion criteria. Further confidence in the validity of the results comes from their consistency with other studies of the diagnostic efficiency statistics of the BPD criteria, which found that the affective instability criterion had a sensitivity above 90%. Nonetheless, the results should be replicated in other psychiatric settings with a different mix of psychiatric diagnoses.
In conclusion, we recommend that clinicians screen for BPD in the same way that they screen for other psychiatric disorders: by asking about the single feature of the disorder that is present in most patients with the disorder and the absence of which effectively rules out the disorder. The diagnostic efficiency statistics of the affective instability criterion of BPD suggest that it can function as such a screening criterion and thus it should be added to a psychiatric review of systems. 
